Intracardiac ectopic thyroid tissue is rare, only six cases having been reported worldwide. We report the first example recorded in the United Kingdom, and give a brief review of the published reports. Case report A 63 year old woman was referred to the regional cardiothoracic centre for surgical treatment of an intracardiac tumour. She had presented elsewhere in 1978 with palpitations, when she was found to be hypertensive with prominent right and left ventricular impulses. A third heart sound was audible, with an ejection click and an ejection systolic murmur in the pulmonary area. Electrocardiography showed sinus rhythm and right bundle branch block. Interestingly, a cardiac murmur had been noted 28 years previously after the birth of her second child.
She was treated with antihypertensive drugs and her palpitations improved. The provisional diagnosis of an acyanotic Fallot's tetrad was made but the patient refused cardiac catheterisation. She remained well until 1981, when she was admitted with further episodes of palpitation, which were found to be due to ventricular tachycardia. She was successfully treated with disopyramide. In 1985 she had further episodes of ventricular tachycardia but was eventually stabilised with amiodarone and disopyramide. Thyroid function tests showed raised thyroxine and normal triiodothyronine concentrations and a low level of thyroid stimulating hormone. These findings were attributed to amiodarone and she was started on carbimazole.
Cm I ' 2, 31 Interestingly, in all reported cases the thyroid tissue has arisen from the right ventricular aspect of the interventricular septum, giving rise to signs and symptoms of right ventricular outflow tract obstruction or conduction disturbances, or both, in all but one case. This was found incidentally at necropsy in a patient who died from a cerebellar haemangioblastoma.2
Four of the previous cases of intracardiac thyroid tissue have been successfully treated surgically.'3 Removal of the tumour at necropsy in our case suggests that, had the patient come to surgery, the "tumour" could have been removed without disturbing the integrity of the right ventricular wall or the tricuspid valve. Owing to the benign nature of the lesion we believed that the outlook would have been good.
Abnormalities of thyroid function have been recorded in only one previous case.' In this case histological examination of the "tumour" also showed changes of a colloid storage goitre. As there was no evidence of thyrotoxicosis histologically in our case, it seems likely that the abnormal results of the thyroid function test were correctly attributed to amiodarone.
The possibility that intracardiac thyroid tissue represents part of a teratoma has to be considered. Intracardiac teratomas have been reported,7 some of which contain areas of thyroid differentiation; but despite examination of multiple blocks in our case no elements other than thyroid tissue were noted. In only one of the other reported cases has tissue other than thyroid tissue been found and in that case the associated tissue was benign congenital polycystic tumour (mesothelioma of the atrioventricular node).' Another possibility is that the intracardiac thyroid tissue represents a solitary metastasis from a very well differentiated follicular cell carcinoma of the thyroid. Despite macroscopic and microscopic examination of the thyroid gland at necrospy there was no evidence of neoplasia.
In summary, we report a case of ectopic intracardiac thyroid tissue showing features of a colloid storage goitre, in which the patient presented with ventricular tachycardias and signs of right ventricular outflow obstruction.
We believe this to be the first such case reported in the United Kingdom. 
